(1.61,2.02) for women for the younger and older age groups respectively) when simultaneously controlled for age, marital status, education, and housing tenure. Living alone, renting an apartment, and low educational level (< 9 years) were also associated with increased mortality risks for men and women in both age groups. Conclusion -Poor selfreported health was a strong predictor for total mortality. Furthermore, in Sweden, a country well known for the equality of its income distribution, there are inequalities in health with higher total mortality risks for people with a low educational level and those who are not owner-occupiers.
known for the equality of its income distribution, there are inequalities in health with higher total mortality risks for people with a low educational level and those who are not owner-occupiers.
(_ JEpidemiol Community Health 1997;51: [35] [36] [37] [38] [39] [40] Morbidity data are an important complement to mortality data. When life expectancy increases, chronic disorders are likely to be more prevalent. Many diseases today, such as musculoskeletal disorders, are not necessarily fatal, but are common among workers in occupations that make tough physical demands, causing much suffering for unhealthy workers.' It may be that the lifelong experience of health and illness most clearly shows the difference between social groups. The measurement of morbidity is difficult, and the only way to obtain information about subjective health (illness) is to use surveys. There is a tradition in the UK, Sweden, and the USA of conducting this type of survey. The same questions have, to a large extent, been used in all these surveys, eg the first Swedish level of living survey from 1968, the American health interview surveys, the British general household survey, and the Swedish annual level-of-living surveys. The Swedish annual level-of-living survey (SALLS) is a nationwide, systematic random sample of about 8000 individuals aged . The purpose is to collect data on the individual level with the objective of obtaining an analysis of the distribution of economic resources, health status, and various aspects of the social and work environment in the Swedish population.2 The questions were designed to provide objective data about living conditions in the Swedish population. In an analysis of living conditions for 1975-85, SALLS showed clear differences in health between manual workers and civil servants/officials.' There was, however, a tendency to narrowing of class inequality, especially as regards disability.
The British general household survey (GHS), based on a random sample of about 12 000 households each year and with around 25 000 subjects, included items relating to long standing illness and acute illness (period prevalence) (Office of Population Censuses and Surveys 1986). The health and lifestyle survey, a random sample of 9000 people aged 18 and over, included some questions similar to those from the GHS, but also some simple clinical tests of lung fumction, blood pressure, height, and weight. Between 1971 and 1976, the rate of self reported long standing illness (GHS) was three times greater among unskilled workers than among professionals.4 Blaxter,5 who used self reported data from the health and lifestyle survey, found a steep and regular trend toward more frequent illness in manual classes at every age for women and for all but the youngest men.5 Lower occupational classes ex-perienced more long standing and incapacitating illness than higher classes, according to Whitehead.6 12 In a Swedish study of 989 middle aged men followed up for 9 years, self rated poor health at baseline in 1973 was a significant risk factor for mortality. 13 We believe that the rating of a person's global health status is the result of something very deep within the personality and of a long standing consciousness about their health. Therefore, self rated health is an important dimension of illness-subjective ill health. Furthermore, we argue that there has to be an association between illness and disease (objective ill health). Mortality is a good measure of objective ill health. Therefore, self rated poor health must be a good predictor of mortality. We emphasise that analysing the relation between self rated health and mortality is not new. However, the new feature of the present study is the focus on self rated health in such a large sample of the Swedish populationalmost 40 000 people, followed over 14 years. The large size of the sample allows separate analyses for men and women, and the power of the study permits more detailed analyses.
The first aim of this study was to analyse whether self reported poor The finding of high mortality among those respondents who reported poor health concurred with a study from Alameda County'" and a national survey in the USA, '9 which showed that self rated poor health (the same question used in the present study) was a powerful predictor of mortality. Data from the national health examination survey epidemiological follow up study, which followed 6440 respondents aged 25- the individual's subjective dimension ofill health and on the diffuse consequences of the disease process. The association between disease and illness is highly complex and is influenced by a great many social, cultural, and psychological factors. It is possible to feel ill without having a disease, or to be diseased without feeling ill.
It is much more common to be diseased without feeling ill than vice versa. By using a large random sample, this study showed that there was an important association between illness (self reported poor health) and disease (mortality) when marital status and indicators of low socioeconomic position were controlled for.
Other studies have focused on particular dimensions of the concept of self rated health, such as functional ability among elderly people.2 22 The findings of a strong association between poor self rated health and mortality for men and women aged 60 to 74 concurred with a four year follow up study in France of 645 people aged 60 and over. Self rated poor health and disability were associated with odds ratios of 3.9 and 7.8 respectively for mortality.23 However, the present study was not focused on disability among older people.
In the present study the level of educational attainment was used as a proxy for social class because education mostly remains unaffected over time while socioeconomic group based on occupation might change because of poor health or unemployment. The finding that men and women aged 25 to 59 with a low level of education had 20% and 42% higher mortality respectively than those with a high level of attainment concurred with another European study.24 Mortality among middle aged men in Denmark, Sweden, Norway, Finland, England and Wales, and Hungary diminished in a similar way by about 8% with an increase of one year in educational attainment. 25 VagerO and Lundberg,25 by constructing a measure ofsocial class very similar to that used in England, found that age standardised death rates for men aged 20-64 were 27% higher among semiskilled and unskilled workers than among professionals and the managerial groups.
Renting an apartment (not owner occupied) could be used as a crude proxy for lower socioeconomic position. Non-owner occupation generally reflects lack of wealth as well as low income. It has been stated by Macintyre that "over and above individual level attributes of deprivation, people of low socioeconomic status may have poorer health because they tend to live in areas which in some ways are health damaging."26 People living in residential areas with owner occupied single family homes had more frequent contact with neighbours, regardless of social group.27 Private housing areas were occupied by people with good resources, able to influence their environment solely through the form of tenure. There was less migration here and neighbourly contacts were good. Such conditions give a freedom of action which is good for health.27 The form of tenure was considered an important factor in relation to explaining health differences.28 The residential area with non-owner occupied apartments had the highest share of immigrants, manual workers, single parents, and the unemployed, and was also found to have the highest consultation rate at the primary health care centre and the longest duration of visits to the doctor. 28 These results concur with the finding in the present study of higher mortality for people living in rented apartments.
The finding that living alone was a strong predictor for mortality of all causes for both sexes was in agreement with other studies where convincing evidence of a causal association between social network and mortality have been shown.2930
In conclusion, a large random sample of almost 40 000 people showed that poor self reported health is a good predictor of death when controlled for age, low socioeconomic position, and marital status. There were class differences in health in Swedish society during the 1980s, which tended to show a graded dose-response association between the level of educational attainment and mortality. Furthermore, men and women not living in owner occupied homes had higher mortality.
